MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH H63-033527

DEPARTMENT OF PUBLIC HEALTH AND WELFE mg m . STATE FILE NUMBER
DO NOT WRITE AMENDED Ragistration District No. _ oo Primary Registration Distri A pegistrars Nd;_ LAY

ON THIS STUB

1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE mmis b. COUNTY admission)
b. (‘.'ITR\r (If outside corporate limits, give TOWNSHIP enly} tength of stay in Ib . CITY Inside Limits
OR
oW ST, LOUIS, MISSOURI owd  flton Yer O No
<. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET [If cutside, giva lacation} Reside on Farm

Tp?s"_'tﬁ'r{mo% BARNES HOSPITAL Yss 3 NeDd ADDRESS 1433 Cyrus Street Yes [T No [

VS 300
Rev. 4/59

DATE AMENDED

e

3. NAME OFf DECEASED First Middle Last 4. DATE Month Day Year

[Type or pring) ELINOR T, CONNORS DEATH Auvgust 25 196

5. SEX 6. COLOR OR RACE 7. Married®]  Never Married [] |8. DATE OF-BIRTH | 9- AGE (last birthday} [ IF UNDER 1 YEAR IF UNDER 24 HR
Months Days Hours Min,

Widowed [J Divorced [ . . . .o .
Female Negro 1101621922 .__hO : |
© 10a. USUAL OCCUPATION Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 1L, BIRTHFLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

durm%on of wi g life, even if re'med) none Baton Rouge, I‘,uisiam USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WILFE

_m,gg_m;g.er Mary Miles o George Connors _ s
15. WAS DECEASED:EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address uwn’ E
(Yes, no, or unkmwn)l [If yes, give war or dates of servi u , rge Co re m33 c 3 St. it ;j

18. CAUSE OF DEATH (Enter only one cause per lina INTERVAL BETWEEN
PART |, DEATH WAS CAUSED BY: ONSET AND DEATH

IMMeDIATE cause ) Massive hemorrhagic colitis 8-10 Hrs.
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Conditiona, if.lnv,- DUE TO (b) Post-necrotg,c clrrhosdis of |;Iyg;: Yesars

which gave rise ro

above cause (a); .
stating the under- : z /. Y|

lying <ouse last. QUE TQ (¢}

PART §). OTHER SIGNIFICANT CONDI“ONS CONTRIBUTING TO OCEATH bu't not relsted to the rerminal PART LI lf decassed was female wa
disesse condition given in PART | () there a pregnancy in last 90 deys.

Ii\'es I:&Nu I O unkaown

9. WAS AUTOPSY | Z0a. ACCIDENT  SUICIDE  HOMICIDE 20E. DESCRIBE HOW INJURY OCCURRED, (Enfor noture of injury In PART | or PART 11 of item 18.)
PERFORMED? ., O O m]
Yesgk NO OO | - i 7 .

Toc. TIME'OF _ HouF ~ Month, Day, Year |
INJURY a.m,
p.m. .
(3554, TNJURY OCCURRED 0. PLACE GF/INJURY [a.g., in or sbou home, | 207 CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK [] farm, factory, sireet, office bldg., etc.)
NOT WHILE AT WORK D

21, | sttended the decessed trim: ?,f ﬂ,/ 63 w—aﬁﬂ&—ﬂﬂd"lm saw Bﬁ@'i\m on 8/ 25 / €3

Dearh ocl:urrnd/g\ )_4" 3 p-m- y A m on the date stated zbove, and to the best of my Imow!o.dge, from the causes stated.
Fac. DATE SIGNED t

I Ty, | B woseia Copssen

Z3a. BURIAL, CREMATION, . Z3c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION: (City, tawn, or caunty)

REMOVAL (Specify} 5- I .

24. FUNERAL DIRECTOR ADDRESS . 25. DATE RECD BY LOCAL REG.

Russell Funeral Homs 192l Central Aven. AUS ?ﬂ _ 4 A, /D.

(Licansad Embllmer s Statement on Rewerse Side)
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STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by . . Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer'No.

. P. O. Address i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply
with the above constitutes grounds for revocation of license).

if embalmed by a STUDENT, he also shall, sign_in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.
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